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Introduction 
Primary aorto-enteric fistula is rare, rarer still are cases 
where the cause is tuberculous infection of the aorta, 
only 4 cases having been reported. 1-2 We present an 
even more unusual case where the organism involved 
was not TB but an "atypical" mycobacterium. 
Case Report 
A 55-year-old caucasian man was admitted with a 
18-hour history of passing altered blood per rectum. 
He had received treatment for hairy cell leukaemia in 
the previous two years but was in remission, on no 
medication. His haemoglobin on admission was 
7g/dl, white cell count 5.5 × 109/1 and platelets 
158 × 109/1. He was not shocked. Transfusion was 
commenced but he continued to bleed and 18h later 
vomited 11 of fresh blood and became hypotensive. He 
was resuscitated. At laparotomy there was blood 
throughout his bowel and it was noted he had 
retroperitoneal lymphadenopathy to which his jeju- 
num was adherent. On freeing up of the bowel there 
was brisk bleeding from the aorta which was locally 
controlled and vascular surgical advice sought. 
Exploration of the retroperitoneum revealed a mass of 
necrotic para-aortic nodes, involving the aorta as far 
proximally as the renal origins. Proximal and distal 
control was achieved and the necrotic area excised. To 
safely close the proximal aortic stump it was necessary 
to suture very close to the renal arteries and it was 
accepted that the left was compromised. A pulse was 
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felt in the right renal artery however and the patient 
continued to pass urine. The lower limbs were 
revascularised with a right axillo-bifernoral bypass 
graft. 
Postoperatively hewas haemodynamically unsta- 
ble despite inotrope support and after 6h became 
anuric. Over the following 48h altered blood was 
aspirated from his naso-gastric tube in increasing 
amounts and he required repeated blood transfusion. 
He developed multi-organ failure and died 3 and a 
half days postoperatively. Post mortem examination 
demonstrated xtensive gastric erosions. The left renal 
artery was occluded, the right patent. Microscopy 
showed caseating ranulomata in the adventitia nd 
media of the aorta and retroperitoneal nodes. Pre 
mortem microscopy of aortic wall, sputum and a 
wound swab had demonstrated acid-fast bacilli but 
delayed cultures at 11 weeks showed no evidence of 
TB but all grew Mycobacterium almoense. 
Discussion 
Tuberculous aortitis is a rare complication sometimes 
leading to weakening of the vessel wall and true 
aneurysm formation or, as in this case, simply causing 
perforation. Atypical mycobacteria are rarely found in 
clinical practice and may represent secondary infec- 
tion. In this case only the opportunist M. malmoense 
was cultured and should be the primary organism. M. 
malmoense in adults is rare witli approximately 40 
cases per year in the U.K., these being pulmonary and 
usually associated with pre-existing lung disease 
(Jenkins, PA, Public Health Laboratory Service, Car- 
diff, pers. comm.). Our patient had no past history of 
mycobacterial infection or significant lung problem 
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and while treatment of his leukaemia had been 
deemed to be successful he was presumed to be 
immunocompromised to a degree. A routine bone 
marrow aspirate 1 month before this episode had 
shown hypoplasia but no evidence of plasma cells. 
Such a cause for gastrointestinal bleeding is extremely 
unusual. However, it is now widely accepted that TB, 
particularly of the drug resistant type, is increasing in 
incidence and it seems reasonable to presume that 
atypical mycobacteria will do likewise. Increasing 
numbers of patients are being immunocompromised 
with immuno-suppressive drugs or because of infec- 
tions such as HIV. A recent report of three cases of 
mycotic aneurysm in HIV patients, 3 one of which 
grew TB, is worthy of note. It seems likely that 
experiences such as ours may well be repeated. 
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